‘@' PrEP
'..5-? Clinic

Referral Form

Phone number 416 420 1250 for inquiries Please fax referral form to: 416 925 4534
Patient D hic Inf i
First Name: Last Name: Preferred Name:
Assigned Sex: Gender Identity Pronouns: [ He/Him [J She/Her (J They/Them I Other:
Phone Number: Email Address: Preferred Language:
Preferred Contact: [J Phone [J Email [J Text HCN & Version (if available): J No healthcard - Uninsured

Referral Options (please select from options below)

[] PrEP Consult (HIV Pre-exposure Prophylaxis)

The patient is HIV-negative. Referring clinician recommends PrEP or PIP (PEP in Pocket) due to ongoing risk
The PreP Clinic may assist with financial supports (e.g. PrEP Saver Program, Trillium Navigation, initial 3 months if applicable)
Phone appointments are usually available within 1-2 days, and in-person within 2—3 days, though this may vary.

[CJ New HIV Diagnosis or Known HIV Diagnosis requiring ongoing HIV Care Care
We aim to see newly diagnosed patients within 1-2 business days whenever possible.
Appointments for HIV-positive patients already on treatment are triaged based on refill needs and clinical concerns.
If available - please include/attach:
e Relevant lab work & investigations/imaging: le. Viral load,genotype/resistance profile, CD4, TB testing (IGRA +/- CXR
if applicable or documentation of TST), VDRL, Hepatitis Serology ( B & C infectious screening +/- RNA if prior HCV+)
e Name of ARV medication and dosage if already on medication

Referring Provider Information

Date of Referral: Referring Clinician: Clinic/Organization

Phone: Fax: Email:

Clinician Signature:

Notes (including pmh/allergies/meds):

About the prep clinic:

v/ Access to the PrEP Saver Program for financial assistance.

v’ Free HPV vaccination (after 4+ months of ongoing care).

v/Routine ST testing and treatment, with in-person or virtual follow-up

v Culturally competent, sex-positive, and trauma-informed care tailored for diverse communities, including sex workers and LGBTQ+ clients.
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